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Every  medical  practitioner  in  Ontario  is  invited  to  interest 
himself  in  the  success  of  the  Hospital  for  the  Insane  in  the 
district  in  vi^hich  he  resides.  Every  Superintendent  realizes 
that  the  successful  results  aimed  at  in  the  modern  treatment 
of  the  insane  can  be  more  readily  secured  b}^  enlisting  the 
co-operation  and  sympathetic  support  of  the  medical  men 
who  were  formerly  the  physicians  to  the  patients  in  their 
homes.  The  family  Physician  naturally  watches  with  interest 
the  course  of  the  hospital  treatment  and  should  consider 
himself  an  honorary  member  of  the  visiting  staff  of  the  hos- 
pital to  which  his  patients  are  sent  for  treatment. 

PROCEDURE  TO   SECURE  ADMISSION   OF 
PATIENTS. 

The  Provincial  Secretary  desires  that  all  cases  that  are 
likely  to  be  benefited  by  treatment  in  a  Hospital  for  the 
Insane  should  be  admitted  with  the  least  possible  delay. 

(i)  Where  the  property  of  a  patient  is  sufficient,  or  his 
friends  are  willing  to  pay  the  cost  of  the  Medical  Examina- 
tion, the  family  Physician  should  apply  directly  to  the 
Medical  Superintendent  of  the  Hospital  for  the  Insane,  in 
whose  district  the  patient  resides,  for  the  necessary  blank 
forms.  These  being  secured,  they  should  be  properly  and 
fully  filled  in,  dated,  signed  in  presence  of  two  witnesses  by 
the  medical  men  in  attendance.  They  are  then  returned  to 
the  Hospital,  and  if  satisfactory,  and  there  is  accommodation, 
advice  will  be  sent  at  once  to  have  the  patient  transferred. 

(2)  Where  the  patient  has  no  property,  and  no  friends 
willing  to  pay  the  cost,  application  should  be  made  to  the 
head  of  the  Municipality  where  he  lives,  who,  after  satisfy- 
ing himself  that  the  patient  is  destitute,  may  order  the  ex- 
amination to  be  made  by  two  physicians,  and  a  similar  course 
to  the  above  is  then  followed.  The  Council  of  the  Muni- 
cipality is  liable  for  all  costs  incurred,  including  expenses  of 
travel. 

(3)  Where  the  patient  is  suspected  to  be  dangerously  in- 
sane, information  should  be  laid  before  a  magistrate,  who 
may  issue  a  warrant  for  the  apprehension  of  the  patient  and 
if  satisfied  that  he  is  dangerously  insane,  may  commit  the 
patient  to  the  custody  of  someone  who  will  care  for  him, 
but  not  to  a  lock-up,  gaol,  prison  or  reformatory,  and  notify 
the  Medical  Examiners.  The  Magistrate  should  then  send 
to  the  Inspector  of  Prisons  and  Public  Charities,  Parliament 
Buildings,  Toronto,  all  the  information,  evidence  and  certi- 
ficates of  insanity.  The  costs  incurred  by  tliis  method  form 
a  charge  against  the  County,  City  or  Town  in  which  such 
patient   resided. 

Voluntary   Admission. 

The  Superintendent  of  a  Hospital  for  Insane  may  receive 
and  detain  as  a  patient  any  person  suitable  for  care  and 
treatment  who  voluntarily  makes  written  application  on  a 
prcscril)cd  form,  and  whose  mental  condition  is  such  as  to 
render  him  competent  to  make  application. 

A  person  so  received  shall  not  be  detained  more  than  five 
days  after  having  given  notice  in  writing  of  his  desire  to 
leave  the  hospital. 
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THE  SEPARATE  CARE  OF  THE  CRIMINAL 

INSANE. 

By  J.  P.  Downey, 

Superintendent,  Hospital  for  Feeble  Minded,  Orillia, 

Ontario. 

I  have  been  asked  to  write  something  for  the  Bulletin 
on  "The  Separate  Care  of  the  Criminal  Insane."  I 
imagine  there  were  two  reasons  for  inviting  me  to 
attempt  this  task.  One  is  the  desirability  of  following 
up  the  very  able  paper  of  Dr.  W.  M.  English,  Superin- 
tendent of  the  Hospital  for  Insane,  Hamilton,  which 
appeared  in  the  last  issue;  the  other,  probably,  is  the 
fact  that  I,  as  a  member  of  the  Royal  Commission  which 
investigated  the  penitentiary  system  of  the  Dominion  a 
year  ago,  had  some  opportunity,  as  a  layman,  of  studying 
this  feature  of  the  question. 

We  may  divide  the  mentally  unbalanced  people  who 
have  been  adjudged  guilty  of  crime  into  two  classes,  the 
"insane  criminal"  and  the  "criminal  insane."  To  these 
a  third  class,  largely  unidentified  in  our  institutions,  the 
criminal  feeble-minded,  may  be  added.  In  the  case  of 
the  insane  criminal  the  crime  predates  the  manifesta- 
tions of  insanity.  The  unfortunate  has  been  held  re- 
sponsible by  the  courts,  sent  to  prison,  and  in  prison  insan- 
ity develops  in  him  or,  insanity,  long  present,  is  discov- 
ered. Undoubtedly  our  methods  of  identifying  the  insane 
in  the  processes  of  our  criminal  courts  are  uncertain  and 
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unsatisfactory.  A  man  accused  of  a  crime  is  suspected 
of  being  mentally  unbalanced,  or  insanity  is  urged  in  his 
defence.  The  defence  submits  the  evidence  of  experts. 
The  crown  does  likewise.  On  both  sides  the  evidence 
is  the  result  of  very  limited  observation.  Not  infre- 
quently it  happens  that  the  alienists  disagree,  one  side 
claiming  the  accused  is  mentally  sound,  the  other  that  he 
is  insane.  The  decision  of  the  jury  may  be  a  grave  in- 
justice. In  any  event  it  cannot  be  accepted  by  court  or 
public  with  the  same  confidence  that  a  verdict,  based 
on  a  conclusion  reached  by  competent  alienists  after 
long  and  careful  observation,  would  inspire.  In  some 
countries  the  settlement  of  the  mental  responsibility  of 
persons  who  have  violated  the  law  is  adequately  pro- 
vided for.  In  cases  where  insanity  is  urged  as  a  defence 
— even  where  its  existence  is  suspected — the  prisoner  is 
sent  to  a  psychiatric  clinic,  there  to  remain  under  the 
obser\'ation  of  experts  for  a  sufficient  period  to  enable 
them  to  reach  a  definite  conclusion  as  to  his  mental 
responsibility.  The  course  of  justice  is  thus  based  on 
mature  and  certain  scientific  knowledge. 

Our  English  law,  written  at  a  time  when  psychiatry 
had  not  delved  deeply  into  the  causes  or  manifestations 
of  mental  diseases,  confines  the  area  of  responsibility 
to  narrow  limits.  It  does  not  concern  the  court  what 
the  mental  condition  of  the  accused  is  at  the  present 
time.  Neither  is  it  sufficient  to  prove  that  he  was  insane 
when  he  committed  the  crime.  All  that  the  court  must 
satisfy  itself  of  is  that  he  knew  the  nature  and  the 
quality  of  the  deed  when  he  committed  it.  He  may  have 
been  as  crazy  as  a  March  hare,  but  if  the  jury  decides 
that  he  knew  what  he  was  doing,  the  sentence  of  the 
court  is  imposed.  I  have  heard  alienists  say  that  about 
the  only  class  that  comes  within  this  saving  interpreta- 
tion of  English  criminal  law  is  the  epileptic. 

I  have  wandered  somewhat  from  my  subject  in  order 
to  show  a  reason  for  urging  that  properly  classified  the 
"criminal   insane"   constitute  a   larger   and   the   "in.sane 
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criminal"  a  smaller  class  in  our  penal  institutions  than 
are  officially  recognized.     Many  prisoners  who,  because 
they  were  adjudged  to  have  known  the  nature  and  quality 
of  their  act,  and  many  others  whose  sanity  was  first 
discovered  behind  prison  walls,  were  undoubtedly  insane 
before  they  were  criminals.     And  how  are  we  treating 
these  mentally  sick  ?    Let  me  refer  briefly  to  the  Kingston 
penitentiary.    To  begin  with,  the  wing  occupied  by  insane 
prisoners  at  that  institution  was  not  built  for  the  pur- 
pose.    It  lacks  everything  architecturally  that  a  hospital 
for  the  insane  should  possess.     The  situation  is  accur- 
ately described  in  the  warden's  report  for  1908.    He  says : 
"To  this  miserable  abode,  the  most  antiquated  of  our 
prison  structures,  are  consigned  the  irresponsible  unfor- 
tunates whose  crimes  led  to  insanity  or  whose  insanity 
led  to  crime.     The  cells  remain  as  they  were  originally 
constructed,   while  every  other  cell-block  has  been   de- 
molished and  rebuilt  with  compartments  twice  the  size 
of  the  old  one  and  equipped  according  to  modern  ideas 
of  sanitation  and  comfort.     This  ward   for  the  insane 
runs  parallel  with  the"  prison  wall,  between  which  and 
the  buildings  is  the  exercise  yard  allotted  to  the  inmates. 
Stone  wall  to  the  right  of  them,  stone  wall  to  the  left  of 
them,  stone  wall  in  any  direction  they  may  look,  unless 
they   look   upward   to   the   sky.      In   winter   and   during 
inclement  weather,  the  few  hours  they  are  released  from 
their  cells  they  spend   in  one  large,   dingy,   unsanitary 
room,  where  they  mingle  promiscuously,  with  no  enter- 
tainment except  reading  and  playing  checkers.      They 
have  no  hospital  oversight,  no  trained  attendants,  nothing 
in  fact  but  prison  police,  who  lock  and  unlock  the  doors 
and  follow  them  into  the  yard  and  back  again  to  their 
cells  in  endless,  monotonous  routine.    The  medical  super- 
intendent, who  is  prison  surgeon,  makes  a  hurried  call 
once  a  day    (Sundays   excepted),   this  constituting  the 
whole  care  and  treatment  of  the  criminal  insane." 

It  is  almost  unnecessary  to  insist  that  the  conditions 
described    in   the    foregoing   are   not   in   harmony   with 
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modern  methods  of  treatment  of  the  insane.  These 
people  are  sick  and  need  treatment,  some  of  them  more 
sorely  than  their  fellow  prisoners  who,  physically  ill,  are 
sent  to  the  hospital  ward.  Employment  and  the  open 
air,  two  valuable  aids  in  straightening  one's  mentality, 
are  denied  them.  They  are  condemned  to  idleness  and 
confinement  in  cramped  and  gloomy  quarters. 

There  can  be  no  question  then  of  the  necessity  for  a 
change  in  the  provision  for  the  care  and  custody  of  the 
criminal  insane.  Kingston  Penitentiary  offers  nothing 
that  will  meet  the  requirements  of  the  situation.  A  new 
institution,  built  for  the  purpose,  is  absolutely  necessary. 
That  was  the  conclusion  reached  by  the  Royal  Commis- 
sion, and  I  cannot  do  better  than  quote  from  its  report : 

"Two  plans  are  available :  It  is  possible  that  arrange- 
ments may  be  made  with  the  Provincial  Government 
for  the  care  of  the  criminal  insane.  This  is  already  done 
in  Western  Canada.  The  practicability  of  such  a  plan 
does  not  come  within  the  scope  of  our  investigation.  In 
favor  of  this  scheme,  it  may  be  pointed  out  that  the 
provinces  have  the  entire  equipment  necessary  for  the 
care  of  the  insane.  Transportation  difficulties  would  be 
eliminated  if  this  plan  were  adopted.  On  the  other  hand, 
the  heads  of  the  provincial  institutions  would  probably 
oppose  this  suggestion.  In  recent  years,  the  public  has 
come  to  regard  the  institutions  for  the  insane  as  hospitals 
and  there  would  be  a  decided  sentimental  objection  to 
the  admittance  of  those  who  had  been  convicted  of  crime. 
In  reality  there  is  no  valid  objection.  In  practice  the 
mentally  unbalanced  citizen,  who  commits  a  crime,  is 
sent  to  the  provincial  hospital  if  his  derangement  happens 
to  be  detected  before  he  is  sentenced — and  to  the  insane 
ward  at  Kingston  if  his  disease  be  not  recognized  until 
he  has  been  for  a  time  incarcerated. 

"The  alternative  plan,  which  has  been  followed  in  other 
countries  and  which,  we  think,  must  be  adopted  here,  is 
for  the  Dominion  to  build,  equip  and  man  an  institution 
exclusively    for    the   criminal    insane,    separate    from    a 
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general  prison,  both  in  site  and  administration.  It  may 
be  thought  that  there  is  not  a  sufficient  number  of 
criminal  insane,  coming  under  the  purview  of  the  Fed- 
eral authorities,  to  warrant  such  an  undertaking,  but 
there  is  not  the  least  doubt  that,  scattered  through  the 
prison  population,  is  a  large  number  whose  mental  state 
warrants  their  removal  to  an  institution  such  as  is  pro- 
posed. That  this  is  the  case  at  Kingston,  we  have  ample 
proof." 

In  considering  any  plan  for  the  custody  and  treatment 
of  our  insane  criminals  the  value  of  employment  can 
scarcely  be  over-estimated.  For  the  mentally  sick,  work 
is  a  great  medicine — not  the  stone  pile  nor  the  jute  mill, 
but  any  kind  of  healthful,  interesting,  productive  em- 
ployment. Enforced  idleness  in  prison  has  been  known 
to  drive  men  insane.  It  will  also  keep  them  insane.  In- 
dustries in  our  public  hospitals  for  the  insane  are  con- 
tinually widening  their  field  of  operations,  to  the  un- 
questioned betterment  of  the  patients  and  a  marked 
reduction  in  the  cost  of  maintenance.  Many  private 
hospitals  for  mental  diseases  that  cater  chiefly  to  the 
wealthy  class,  have  established  industrial  departments, 
not  for  the  economic  value  of  the  product,  but  solely  for 
the  curative  effects  of  employment. 

The  new  prison  for  the  criminal  insane  and  insane 
criminals  should  be  in  the  nature  of  a  farni  colony  with 
diversified  inside  industries.  From  the  present  popula- 
tion of  the  insane  ward  at  Kingston  many  could  be 
selected,  with  safety,  to  work  in  field  or  garden.  If 
they  were  at  one  of  the  Provincial  Hospitals  I  am  certain 
they  would  not  be  allowed  to  mope  and  fret  their  time 
away  in  idleness  in  the  wards.  On  a  farm  colony  the 
labor  of  the  mentally  unbalanced  who  are  now  a  full 
charge  upon  the  public  could  be  made  to  contribute 
materially  to  their  own  support. 

It  is  urged  by  many  that  the  care  of  the  criminal 
insane  and  insane  criminals  should  be  financed  by  the 
Dominion  Government,  but  that  the  institutional  manage- 
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ment  should  be  delegated  to  the  provinces.  There  is 
much  to  be  said  in  favor  of  such  a  move.  It  lays  the 
burden  of  the  work  on  a  provincial  department  fully 
organized  and  equipped  for  the  service.  If  the  farm 
colony  for  the  criminal  insane  were  located  near  one  of 
the  provincial  hospitals  and  placed  under  the  direction 
of  its  superintendent  the  highest  standard  in  efficiency 
and  economy  could  be  attained.  The  establishment  of 
the  new  hospital  at  Whitby  would  appear  to  offer  an 
ideal  opportunity  for  the  development  of  this  plan.  From 
what  I  have  heard  I  believe  that  institution  will  represent 
the  last  word  in  construction  and  equipment  for  the 
treatment  of  mental  cases.  The  farm  colony  and  psychi- 
atric clinic  for  criminal  insane,  located  on  a  farm  in  the 
vicinity,  would  round  out  the  operations  of  the  institu- 
tion and  increase  the  scientific  interest  in  its  investiga- 
tions. The  psychiatric  clinic  could  give  valuable  assist- 
ance to  the  administration  of  justice  in  determining,  as 
far  as  scientific  tests  would  enable  it,  the  mental  condi- 
tion of  any  accused  person,  and  in  its  general  operations 
such  an  institution  would  be  able  to  take  up  a  work  in 
the  field  of  criminology  that  has  been  neglected  in  this 
country. 

The  proposal  I  have  briefly  indicated  would  not  offer 
any  substantial  grounds  for  the  objection  that  a  prison 
for  insane  criminals  should  not  be  made  a  department 
of  one  of  the  Provincial  Hospitals.  The  large  area  of 
land  under  the  control  of  the  Province  at  Whitby  would 
make  it  possible  to  locate  the  prison  buildings  a  mile  or 
so  distant  from  the  hospital  group.  Only  in  operation 
and  supervision  would  the  prison  and  clinic  have  any 
connection  with  the  hospital.  In  all  other  respects  the 
isolation  would  be  as  complete  as  if  the  prison  were 
miles  away. 

It  may  be  urged  that  having  in  minfl  the  pin-cly  educa- 
tional advantages  of  the  psychiatric  clinic,  it  .should  be 
located  near  Toronto  University,  where  the  students  in 
medicine  could  most  conveniently  study  the  cases  under 
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observation.  No  one  can  question  the  practical  value 
to  the  University  of  such  a  clinic,  but  it  seems  to  me  that 
its  highest  usefulness  cannot  be  attained  if  it  is  estab- 
lished in  the  centre  of  a  large  city.  Such  a  location 
would  mean  the  study  merely  of  cases  that  are  passing 
through,  for  it  is  out  of  the  question  to  suggest  that  the 
criminal  insane  as  a  class  should  be  housed  and  treated 
near  the  University  buildings.  Besides,  while  Whitby 
is  now  regarded  as  a  considerable  distance  from  Toronto, 
it  may  not  be  many  years  when  improved  transportation 
facilities  will  afford  it  all  the  advantages  of  a  suburb. 
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WHAT  IS  PARANOIA?* 

By  E.  Stanley  Abbot,  M.D., 
Assistant  Physician,  McLean  Hospital,  Waverley,  Mass. 

This  is  necessarily  a  very  condensed  presentation  of 
the  subject. 

The  concepts  that  have  been  associated  with  the  term 
paranoia  have  been  narrowing  almost  to  the  vanishing 
point.  Used  by  Hippocrates  in  the  sense  of  "mad,  de- 
lirious thinking";  by  Vogel  in  1764  as  a  general  term  for 
insanity;  and  by  Heinroth  in  1802  and  later  to  signify 
intellectual  confusion,  the  word  was  reintroduced  half 
a  century  ago  as  the  name  of  a  mental  disorder  charac- 
terized by  "systematized"  delusions,  usually  of  a  perse- 
cutory or  grandiose  nature,  in  a  person  otherwise  fairly 
clear.  It  was  then  synonymous  with  primare  Verriick- 
theit,  Wahnsinn,  delire  chronique  a  evolution  systema- 
tizee,  monomania,  primary  delusional  insanity — terms 
which  it  has  largely  supplanted  since  Kahlbaum  definitely 
used  it  in  place  of  primare  Verrucktheit  in  1878. 

This  broad  symptomatic  concept  included  a  relatively 
large  number  of  cases,  psychiatrists  differing  widely,  how- 
ever, on  many  points,  such  as  the  relative  importance  of 
degree  of  systematization,  chronicity,  recoverability,  de- 
mentia, presence  of  hallucinations  or  other  symptoms, 
and  also  as  to  whether  it  was  primarily  an  intellectual  or 
an  emotional  disorder. 

To  discuss  all  these  differences  would  be  unprolitablc, 
but  certain  ones  are  important,  since  there  still  persist 
certain  fun<lamentally  differing  view  points.  Thus  Ziehen 
on  the  one  hand  says  :  "The  paranoias  arc  those  functional 
psychoses  whose  chief  symptoms  arc  primary'  delusions 
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or  hallucinations"  ;  he  recognizes  simple  and  hallucinatory, 
acute  and  chronic  forms.  Delirium  tremens,  for  example, 
is  a  pure  type  of  the  acute  hallucinatory  paranoia.  Re- 
coveries are  frequent,  especially  among  his  acute  forms. 
He  includes  in  his  paranoias  cases  which  belong  in  widely 
different  clinical  groups.  He  therefore  really  uses  the 
term  symptomatically,  not  diagnostically ;  and  his  con- 
ception is  a  sterile  one  as  far  as  further  advance  in  our 
understanding  of  the  condition  is  concerned. 

On  the  other  hand,  almost  all  other  writers  limit  the 
significance  of  the  term  much  more,  using  it  in  a  diag- 
nostic sense  to  indicate  a  group  of  cases  which  they  believe 
belong  together  on  fundamental  and  not  merely  sympto- 
matic grounds.  Kraepelin's  conception  as  defined  in  1904 
is  as  follows :  "There  is  undoubtedly  a  group  of  cases  in 
which  delusions  are  the  most  prominent,  if  not  the  only, 
symptoms  of  the  disease.  In  these  cases  a  chronic,  stable 
system  of  delusions  gradually  develops  without  any  dis- 
order of  the  train  of  thought,  of  wnll,  or  of  action."  The 
group  thus  defined  is  a  small  one — about  i  per  cent,  of 
all  cases. 

With  the  exception  of  Ziehen's  followers,  most  of  the 
writers  on  paranoia  have  based  their  discussions  on  cases 
which  they  regarded  as  conforming  to  the  Kraepelinian 
conception.  But  until  the  last  two  or  three  years  even 
Kraepelin  himself  has  not  held  rigidly  to  his  own  defini- 
tion, and  a  close  examination  of  the  reported  cases 
(Bleuler's,  for  example)  on  which  the  discussions  have 
been  based  shows  a  large  majority  to  belong  in  other 
clinical  groups — mild,  slowly  dementing  or  stationary 
dementia  praecox,  manic-depressive  psychosis,  chronic 
alcoholic  delusional  conditions,  etc.  Two  years  ago, 
Kraepelin,  after  weeding  out  his  non-conforming  cases 
(which  he  grouped  with  some  other  paranoid  conditions 
under  a  new  heading,  paraphrenias),  found  a  small  resi- 
duiun  of  cases  which  he  regarded  as  true  paranoia.  These 
cases  insidiously  develop,  in  persons  with  psychopathic 


6o  WHAT  IS  PARANOIA? 

predisposition,  a  coherent,  stable,  logically  elaborated 
system  of  delusions  of  endogenous  origin,  without  hal- 
lucinations, dissociations,  negativism,  mannerisms,  stereo- 
typies, peculiarities  of  speech,  neologisms,  ideas  of  influ- 
ence, emotional  deterioration  or  dementia.  The  person- 
ality remains  intact.  Patients  are  capable  of  continuing 
their  usual  occupations  or  at  least  of  being  self-support- 
ing. Their  behavior  is  abnormal  only  as  the  result  of 
their  delusions.  The  course  is  chronic.  Recovery  seldom 
or  never  occurs. 

Another  line  of  cleavage  in  the  paranoia-concept  is 
that  indicated  on  the  one  hand  by  Specht.  Gadelius,  Kleist 
and  others  who  maintain  that  the  fundamental  trouble  is 
a  disorder  of  the  affect,  and  on  the  other  by  KrafTt- 
Ebing,  Cramer,  Berze,  Bleuler  and  others  who  claim  that 
it  is  primarily  an  intelligence  psychosis,  or  at  least  that 
the  emotional  disturbance  is  not  the  primary  one. 

Owing  to  the  prominence  of  the  Freudian  psychology, 
this  last  decade  has  seen  the  development  of  an  inter- 
pretive as  distinguished  from  the  older  descriptive  psy- 
chiatry. Symptoms,  symptom-pictures,  even  diseases  and 
disease-processes,  are  being  thrust  into  the  background, 
while  the  mechanisms  of  the  origin  and  development  of 
the  content  of  thinking  and  feeling,  and  the  interpreta- 
tion and  explanation  of  symptoms,  are  coming  more  into 
the  foreground.  Make-up  or  personality  and  individual 
experiences  assume  increased  value  and  importance. 

Kraepelin  himself,  the  master  of  descriptive  psychiatry, 
somiewhat  yielding  to  this  trend,  two  years  ago  wrote  of 
paranoia  as  being  not  a  disease-process,  but  a  mental 
twist  (psychische  Missbildung).  an  a'bnormal  develop- 
ment, occurring  under  the  ordinary  stress  of  life  in  a 
person  psychopathically  predisposed  by  internal  conflicts 
and  by  a  mixture  of  egotism  and  su.spiciousness — the 
"paranoid"'  constitution. 

Bleuler  (1906)  and  Hans  Maier  (1913)  believe  para- 
noia to  be  a  psychosis  in  which  some  complex  or  grou]) 
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of  complexes  has  for  the  patient  such  strong  associated 
feeHngs  or  emotions  that  the  content  of  thinking  in  lines 
related  to  the  complex  is  determined  by  these  affects 
instead  of  by  facts  or  logic  (Bleuler's  autistic  thinking). 
Errors  thus  arise  which  the  patient  cannot  correct.  Hence 
with  persistence  of  the  tendency  to  this  affective  response 
to  the  complex  whenever  anything  in  the  individual  or 
in  the  environment  arouses  associations  leading  to  it, 
errors  are  perpetuated,  new  ones  are  made,  and  thus 
delusions  are  formed,  persist  and  develop  (Hans  Maier's 
katathymic  delusions).  Wishes,  fears,  or  internal  con- 
flicts are  what  give  rise  to  such  complexes.  Only  the 
thoughts  and  feelings  connected  with  the  complexes  are 
abnormal;  all  the  rest  is  normal.  Hence  the  absence  of 
dementia  or  other  psychotic  symptoms.  Autistic  think- 
ing and  katathymic  delusions  may  occur  in  other  psy- 
choses and  even  in  health  (day  dreaming;  social  or 
religious  prejudices). 

Freud  regards  paranoia  as  the  expression  of  a  homo- 
sexual tendency,  but  the  special  case  (Dr.  Sclhreber) 
on  which  he  based  this  interpretation  is  one  of  para- 
noid dementia,  as  he  'himself  recognizes,  and  not  one  of 
paranoia  in  the  very  strict  and  narrow  sense. 

A  special  predisposition,  perhaps  consisting  in  con- 
stitutional defect  with  bad  heredity  (Krafft-Ebing),  a 
primary  disposition  to  think  with  short  associations 
(Friedmann),  a  special  psychopathic  constitution  (Kleist, 
Bleuler,  and  others),  an  egotistic  and  suspicious  per- 
sonality with  internal  conflicts  (Kraepelin),  or  an  imagi- 
native personality  with  lively  emotional  reactions  (Maier), 
may  be  the  necessary  soil  for  the  development  of  paranoia. 

Practically  all  writers,  except  Ziehen  and  his  fol- 
lowers, agree  on  the  chronicity  and  incurability  of  para- 
noia, though  a  few  recoveries  have  been  reported.  A 
critical  examination  of  these  cases,  however,  throws 
doubt  upon  the  diagnosis  of  all  except  Bjerre's. 
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Two  of  the  characteristics  of  the  condition — the  psy- 
chopathic personaHty  and  the  unfavorable  outcome — 
seem  to  me  not  fundamentally  essential,  however  con- 
stant tihey  may  'be  in  actual  experience,  and  however 
much  unanimity  on  these  points  there  may  be  among 
psychiatrists. 

That  there  are  cases  which  conform  rigidly  to  the  nar- 
row Kraepelinian  description  (except  as  to  the  type  of 
personality  and  outcome)  I  propose  to  show.  Since  he 
has  shown  that  other  cases  which  have  been  called  para- 
noia can,  on  rigid  scrutiny,  be  classed  with  other  recog- 
nized clinical  groups,  or  excluded  from  this  group  by  at 
least  a  mild  dementia,  we  are  justified  in  applying  the 
term  paranoia  to  this  group  exclusively,  especially  as  the 
cases  seem  to  diflfer  from  the  paraphrenias  and  other 
paranoid  conditions  in  fundamental  respects. 

The  two  following  cases,  of  which  one  was  reported 
in  1912,  by  Bjerre,  and  the  other  has  been  under  my 
own  observations,  will  be  cited  as  briefly  as  possible. 

Bjerre's  case  is  that  of  a  Swedish  woman  born  in 
i860,  of  gifted,  eccentric,  neurotic,  and  dissolute  as  well 
as  some  normal  heredity,  who  herself  was  gifted,  capable, 
common-sense,  level-headed,  not  subject  to  moods,  a 
teacher  and  then  a  journalist.  As  a  child,  imaginative, 
the  princess  of  her  own  day-dreams.  On  leaving  school, 
helped  her  father,  a  journalist;  at  23  completed  a  three 
years'  seminary  course,  then  taught  in  schools  and  private 
families  for  13  years.  Didn't  especially  enjoy  teaching 
and  at  36  became  journalist  on  a  weekly  for  two  years, 
traveling  to  England,  France  and  Germany,  making  many 
ac(|uaintances,  becoming  much  interested  in  history,  poli- 
tics, literature,  and  especially  women's  work  and  rights. 
At  seven  she  was  told  that  child-bearing  was  the  curse 
of  God  on  Women,  so  she  was  opposed  to  marrying — 
she  and  her  next  older  sister,  to  whom  she  was  deeply 
attached,  would  live  together  as  two  old  maids.  At  13 
she  resolved  never  to  marry.    At  18  she  began  an  anony- 


WHAT  IS  PARANOIA?  63 

mous  correspondence,  kept  up  for  20  years,  with  a  man 
whom  she  never  saw  till  she  was  38.  She  had  idealized 
him,  and  in  her  20's  had  met  and,  out  of  loyalty  to  her 
ideal,  given  up,  after  seven  years'  doubt  and  hesitation, 
a  man  whom  she  really  loved.  On  meeting  her  corres- 
pondent, however,  he  proved  to  be  very  commonplace, 
and  at  once  began  to  flirt  with  her  sister.  Thereafter 
she  refused  to  see  him,  began  to  hate  him  and  grew  bitter 
toward  the  whole  world.  This  was  in  1898.  She  gave 
up  her  position  without  cause  and  did  various  kinds  of 
office  work.  In  the  winter  of  1898-99  she  worked  for  a 
man  in  his  hotel  room,  and  allowed  him  to  seduce  her, 
justifying  herself  in  it,  declaring  it  was  her  right,  and 
that  she  never  regretted  it.  In  April,  1899,  she  followed 
him  to  X in  Germany  to  continue  the  relation- 
ship, remaining  till  November,  keeping  a  Swedish  maid  in 
her  employ.  She  dreaded  conception,  partly  because  of 
the  troubles  of  a  friend  of  hers  who  had  been  hounded 
and  driven  to  suicide  on  account  of  extramarital  preg- 
nancy. 

Psychosis. — In  spring  of  1899,  at  39,  she  began  to 
think  others  watched  her,  and  insulted  her.  Some  per- 
sons passing  her  on  the  street  made  peculiar  movements 
of  the  tongue  at  her,  similar  to  those  she  had  seen  men 

make  at  a  demi-mondaine  whom  she  met  at  X .    On 

returning  home  in  November,  the  hotel  waiter  made 
faces  at  her — he  must  have  listened  at  the  door.  People 
began  saying  things  about  her  behind  her  back,  and  to 
turn  their  backs  on  her;  her  friends  grew  cool  towards 
her — the  Swedish  maid  must  have  told  about  her.  Retro- 
spectively she  thinks  that  in  the  Christmas  (1899)  num- 
ber of  Puck  there  was  a  caricature  of  her,  and  that  in 
February,  1900,  a  scathing  article  about  her  appeared 
in  another  journal.  Since  then  the  papers  contain  hints 
and  innuendoes,  recognizable  by  everyone.  She  then 
knew  that  all  these  things  were  part  of  a  general  perse- 
cution; the  waiters   all   knew  about  her;  through  the 
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press  the  whole  country  learned  of  her  relations  with  the 
man;  society  judged  her  and  ostracized  her.  The  con- 
spiracy gradually  spread  all  over  Europe,  even  to 
America.  A  general  sign  language  was  developed,  known 
ever>'%v*here,  to  inform  people  about  her.  Wherever  she 
went  she  saw  evidences  of  it.  In  1903  there  was  some 
let-up  in  the  persecution,  but  since  1906  it  has  grown 
worse,  and  especially  since  the  removal  of  the  uterus  and 
left  ovary  for  persistent  metrorrhagia  in  1908.  More  and 
more  people  joined  the  conspirators,  so  that  after  street- 
car conductors,  shopkeepers,  clerks,  waiters,  etc.,  had 
seen  her  once  or  twice,  they  began  to  make  the  signs 
with  the  tongue,  or  to  scrape  their  feet.  Wherever  s'he 
went  it  was  the  same.  Only  at  home  with  her  mother 
was  she  relatively  free  from  it.  There  she  isolated  her- 
self more  and  more.  The  head  of  the  conspiracy  is  a 
woman's  alliance,  which  exercises  inquisitorial  powers, 
and  all  its  members  are  spies.  They  are  hounding  her  to 
death,  to  make  her  commit  suicide.  It  is  getting  unbear- 
able. The  bookkeeper  where  she  works  (she  has  con- 
tinued regularly  employed  in  a  publisihing  house)  is  a  very 
devil ;  he  stirs  up  the  others  and  leads  the  persecution ; 
he  makes  a  sign  every  time  he  passes  her  door ;  even  the 
chief  puts  his  tongue  out  at  her. 

Bjerre  talked  with  her  for  an  hour  every  other  day, 
very  tactfully,  without  ever  contradicting  her  delusions 
or  antagonizing  her,  from  December,  1909,  to  Mardi, 
1910,  without  apparently  shaking  the  strength  of  her  con- 
victions in  the  least.  Within  the  next  month  .slhe  began 
to  accept  some,  then  others,  of  his  alternative  explana- 
tions, and  quickly  came  to  complete  correction  of  all  her 
delusions,  with  full  insight,  and  no  trace  of  mental  dis- 
order or  enfeeblcment.  She  remained  so  for  the  two 
years  or  more  that  had  elapsed  up  to  the  time  of  reporting 
the  case. 

We  sec  here  the  complete  integrity  of  the  personality, 
the  gradually  growing,  logically  developed  system  of  de- 
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lusions,  tenaciously  held  for  many  years,  and  the  ability 
to  support  herself  at  her  accustomed  work.  We  see  also 
a  not  uncommon  situation  become  the  centre  of  several 
persistent,  strongly  affective  complexes,  which  give  rise 
to  and  perpetuate  errors  of  interpretation,  which  grow 
into  spreading  delusions.  And  we  see  an  imaginative 
person  with  lively  emotional  reactions. 

The  other  case  is  that  of  an  American  man  of  remote 
Jewish  ancestry,  in  "which  there  has  been  talent,  emo- 
tionalism, egotism,  and  some  psychopathy,  as  well  as  nor- 
mal traits.  Born  in  the  fall  of  1873 ;  now  40  years  of 
age.  Severe  typhoid  at  six,  hypersesthesia  of  nose  and 
throat  since  17,  tremor  of  hands  since  childhood,  vary- 
ing in  intensity ;  exophthalmos  since  29,  variable  in  de- 
gree; slender  till  26,  then  stout.  A  brilliant  student, 
accomplished  in  many  directions,  good  at  games,  imagina- 
tive, witty,  sociable  but  shy,  gentle,  law-abiding,  wishing 
always  to  be  fairminded,  set  in  his  opinions.  Gradu- 
ated from  Harvard  and  Massachusetts  Institute  of  Tech- 
nology before  24.  Then  worked  as  a  chemist  in  a  mill- 
town,  where  he  boarded  in  the  same  house  with  two  rich 
young  men  who  dissipated.  In  the  spring  of  1898  when 
he  was  25  they  brought  a  mill-girl  to  their  room  and  then 
to  his  and  tried  to  compromise  him.  They  teased  him 
about  it  and  the  whole  household  learned  of  it. 

Psychosis. — A  fcAv  days  later  he  thought  his  landlady's 
manner  indicated  that  she  wanted  an  intrigue  with  him. 
Then  followed  a  series  of  incidents  from  whidh  he  in- 
ferred that  the  two  young  men,  irritated  at  his  refusal 
to  join  in  the  mill-girl  affair,  were  trying  to  implicate 
him  in  some  scrape,  in  order  to  discredit  him  and  hurt 
his  reputation.  Later  in  the  year  he  interpreted  two  or 
three  slight  incidents  to  signify  that  these  two  men  had 
got  a  mill-town  physician  to  help  them.  He  then  taught 
chemistry  for  a  year  in  a  remote  state  without  special 
incident.  But  at  the  seaside  resort  where  he  spent  the 
summer  of  1899  several  thefts  occurred  and  he  saw  a 
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certain  politician  there.  A  series  of  burglaries  occurred 
in  his  home  town,  where  he  spent  the  following  winter 
and  spring,  happening  to  persons  with  whom  he  could 
trace  some  connection,  though  often  by  rather  devious 
routes — similarity  of  names  to  those  of  friends  of  his, 
etc.  The  papers  referred  to  the  thefts  as  being  done  by  an 
organized  gang.  The  politician  above  mentioned  was  again 
at  the  seaside  resort  next  summer  (1900),  and  the  patient 
began  to  think  the  two  young  men  had  enlisted  a  whole 
political  gang  to  arrange  these  thefts  and  connect  them 
with  him  to  discredit  him.  He  took  up  teaching  and 
writing,  which  he  did  very  acceptably  to  his  employers 
for  the  next  five  years.  During  this  time  thefts  con- 
tinued.    One  day  someone  asked  over  the  telephone  if 

Mr.  ,  the  chemist,  was  there.    As  the  patient  was 

known  as  a  chemist  only  in  the  mill-town  and  in  the 
remote  state,  he  thought  this  suspicious.  That  night  the 
office  building  was  burned.  This  was  the  beginning  of 
a  series  of  fires  with  which  the  two  men  evidently  sought 
to  connect  him.  He  found  confirmation  of  his  suspicions 
in  various  incidents,  such  as  the  omission  or  inclusion 
of  his  name  in  the  press  accounts  of  whist  tournaments 
in  which  he  took  part  coincidentally  with  accounts  of  in- 
cendiary fires.  In  1905  he  taught  in  a  small  New  England 
college,  where  he  began  to  think  the  professors'  wives 
made  illicit  advances  to  him,  which  he  repulsed.  The 
following  year  he  thought  drugs  were  put  into  his  food, 
and  since  then  into  that  of  his  friends,  at  the  instigation 
of  these  women.  Students  and  professors,  then  the  state 
governor  and  senators,  have  tried  to  make  him  marry. 
In  1907,  at  the  hospital,  he  finnly  believed  that  the  two 
men  have  organized  this  vast  plot,  to  connect  him  with 
thefts,  fires  and  immorality  so  that  his  friends  won't 
want  him  around,  but  will  want  to  destroy  him.  He  was, 
and  remains,  perfectly  clear,  coherent  and  logical,  with 
very  accurate  memory,  with  no  evidences  of  hallucina- 
tions, autochthonous  ideas,  ideas  of  influence;  no  stereo- 
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lypies  or  mannerisms.  Some  of  his  closest  friends  had 
seen  nothing  abnormal  about  him  up  to  the  time  of  his 
admission  to  the  hospital.  In  the  seven  years  he  has  been 
under  observation  his  delusions  have  grown  somewhat. 
Women  on  the  street-cars  or  elsewhere  make  improper 
advances  to  him ;  the  drugs  may  be  introduced  into  the 
Metropolitan  water  system;  the  manner  of  the  nurse 
indicates  that  he  is  forbidden  to  talk  of  the  drugs ;  he  is 
at  the  mercy  of  any  unfair  official  or  machine  that 
chooses  to  continue  drugging  him;  the  use  of  drugs 
seems  merely  a  conspiracy  to  isolate  and  discredit  him; 
they  are  beginning  to  drug  members  of  his  family,  etc. 
Meanwhile,  he  has  recently  written  articles  for  an  authori- 
tative cyclopedia  in  a  special  field,  and  writes  frequently 
at  the  request  of  publishers  for  standard  publications. 
He  could  be  at  large  but  for  his  threats  against  store 
clerks  and  others  w*hom  he  accuses  of  putting  drugs  into 
his  food  or  drink. 

Here  again  is  the  gradually  evolving  coherent  delusion 
with  complete  integrity  of  the  personality  and  ordinary 
ability  for  work,  without  other  symptoms.  Here,  too,  is 
a  not  very  startling  situation  involving  strong,  persistent 
effective  reactions,  which  give  rise  to  errors  of  interpre- 
tation evolving  into  delusions.  We  have  also  an  imag- 
inative person  with  rather  intense  emotional  reactions. 
We  have  not  enough  data  in  this  case  to  know  why  the 
com.plexes  associated  with  the  mill-girl  episode  should 
have  so  strong  a  feeling-tone. 

A  case  has  just  been  reported  by  Gaupp  (Miinch.  Med. 
Wchnschft.,  Vol.  61,  p.  633,  March  24,  1914)  of  a  school 
teacher  of  excellent  standing  in  his  community,  of  good 
judgment,  of  strong  feelings  and  philosophical  tendencies, 
imaginative  in  youth,  who  held  slowly  growing  delusions 
of  persecution  (on  account  of  sodomy)  for  twelve  years. 
No  one  suspected  that  he  held  any  delusions  whatever 
until  one  night,  in  accordance  with  a  plan  which  he  had 
worked  out  and  kept  in  mind  for  four  years,  he  mur- 
dered his  wife  and  four  children  and  eight  men. 
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In  these  cases  the  physical  processes  as  processes  are 
normal.  What  is  abnormal  in  them  is  that  some  of  the 
affects  associated  with  the  seduction-complex  in  the  one 
case  and  with  the  personal-honor-complex  in  the  other 
were  so  strong  and  so  widely  diffused  as  to  determine  the 
content  of  thinking  in  two  chief  directions:  (i)  of  seeing 
connections  between  external  events  and  these  com- 
plexes, and  (2)  of  being  unable  to  see  the  force  of  con- 
tradictory or  rectifying  arguments  or  facts;  and  they 
were  so  persistent  as  to  perpetuate  this  effect.  In  Bjerre's 
case  we  can  see  what  some,  though  by  no  means  all,  of 
the  experiences  were  which  gave  color,  strength  and  per- 
sistency to  the  seduction-complex  affects.  In  the  other 
case  we  have  no  such  data  for  the  personal-honor-com- 
plex affects. 

The  mechanism  here  is  not  unlike  that  of  prejudice,  in 
which  an  unreasonable  judgment  is  made  in  disregard  of 
some  important  and  available  facts  or  considerations,  the 
perception  of  them  or  of  their  importance  being  inhibited 
by  some  strong  affect  which  also  fosters  the  formation  of 
erroneous  associations,  both  affective  and  conceptual. 
Thus  errors  of  judgment  and  interpretation  arise  and  are 
perpetuated  by  the  influence  of  the  affect.  Religious,  po- 
litical, racial  and  other  prejudices  show  this  mechanism. 

Ordinary  errors  or  mistakes  without  strong  associated 
aft'ects  may  persist,  or  even  lead  to  further  errors,  but 
they  are  comparatively  easily  correctable  by  sufficient  evi- 
dence or  demonstration — no  strong  affect  (except  that 
of  amour  pro  pre)  has  to  be  changed  or  suppressed. 

Prejudices,  however,  persist;  they  may  expand  a  good 
deal — the  antivivisectionist  is  apt  to  be  an  antivaccina- 
tionist  also,  and  in  theory  at  least  to  believe  that  all  phy- 
sicians love  to  torture  animals.  To  correct  or  overcome 
prejudices,  the  affect  must  be  suppressed  or  supplanted 
by  a  different  and  stronger  one — we  must  overcome  cer- 
tain feelings,  as  we  say.  It  requires  effort,  time  and 
patience  to  flo  this,  but  it  is  sometimes  done. 
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The  difference  between  prejudice  and  the  dekisions  of 
paranoia  is,  so  far  as  I  can  see,  only  this :  that  the  com- 
plexes in  the  latter  have  to  do  with  especially  intimate 
personal  affairs,  while  in  prejudice — as,  for  example,  the 
antivivisection  or  the  negro-equality  prejudice — the  com- 
plexes have  to  do  with  more  or  less  extraneous  matters, 
or  with  matters  of  comparatively  little  moment  to  the 
individual.  Other  things  being  equal,  the  more  import- 
ance the  complexes  have  for  the  individual  and  the  more 
intimately  personal  they  are,  the  stronger  and  more  per- 
sistent are  their  accompanying  affects,  the  more  difficult 
is  it  to  uproot  or  suppress  them,  and  perhaps  the  greater 
is  their  tendency  to  grow. 

For  the  formation  and  development  of  the  affect-de- 
termined delusions  of  paranoia  we  do  not  need  to  posit 
an  underlying  disease  process,  but  only  some  experi- 
ences and  trends  that  make  some  precipitating  event  or 
series  of  events  arouse  unusually  intense  affects  in  con- 
nection with  complexes  closely  related  to  what  has  been 
aptly  called  the  inner  shrine  of  the  personality.  Why  it 
is  not  a  more  common  psychosis,  then,  is  hard  to  say.  Per- 
haps there  is  an  unbroken  series  of  cases  extending  from 
simple  prejudice  easily  overcome  and  not  elaborated, 
through  strongly  held,  ineradicable  prejudices  slightly 
elaborated,  to  such  cases  as  those  just  cited.  Every  per- 
son has  simple  prejudices;  the  number  of  persons  whom 
we  meet  in  every-day  life  who  have  the  very  strong, 
slightly  elaborated  prejudices  is  not  so  very  large;  it 
would  not  be  strange,  then,  if  those  with  the  most  pro- 
nounced type,  the  paranoiacs,  were  rare.  It  may  also 
be  that  we  do  not  see  many  of  the  latter  because  their 
delusions  are  not  such  as  to  lead  to  asocial  acts  or  atti- 
tudes, and  they  protect  their  sensitive  inner  shrine  by 
not  talking  of  their  ideas — just  as  many  of  us  avoid 
political  and  religious  topics  unless  we  are  certain  of 
the  sympathy  of  our  auditors.  That  a  distinctly  unusual 
combination  of  both  internal  and  external  factors  is 
necessary  is  suggested  by  the  fact  that  Bjerre's  patient 
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did  not  develop  her  psychosis,  that  is,  her  dehisional  in- 
terpretation, till  she  was  nearly  forty. 

The  delusions  of  paranoia  tend  to  expand,  and  are  al- 
most never  overcome,  though  Bjerre's  case  shows  that 
with  sufficient  tact,  patience,  effort,  skill  and  time  it  may 
not  be  impossible  to  correct  even  these  if  one  can  secure 
the  co-operation  of  the  patient.  The  reason  more  cases 
have  not  recovered  is  perhaps  due  to  the  extreme  rarity 
of  such  a  combination  of  favorable  factors  as  occurred 
in  that  case. 

May  we  not  then  agree  with  Kraepelin's  description  of 
paranoia,  except  to  say,  not  that  it  does  not  lead  to  de- 
mentia, but  that  it  leads  to  its  own  form  of  dementia,  i.e., 
a  tendency  to  see  in  more  and  more  trivial  events  a  re- 
lationship to  the  main  delusion  and  a  growing  incapacity 
to  see  events  except  in  relation  to  the  system?  And  may 
we  not  agree  in  general  with  Bleuler  and  Maier  as  to  the 
interpretation  of  paranoia,  but  add  that  the  mechanism  is 
like  that  of  prejudice,  rather  than  that  of  error,  and  that 
the  basal  complexes  must  be  such  as  have  an  especially 
intimate  personal  significance  for  the  individual,  must 
reach  to  his  inner  shrine?  It  may  be  that  an  imaginative 
personality  with  rather  intense  emotional  reactions  is 
necessary,  as  Maier  thinks,  but  this  has  yet  to  be  demon- 
strated. 

To  sum  up :  Unless  we  use  the  word  merely  in  a 
symptomatic  or  descriptive  sense  (in  which  case  it  is 
an  unnecessary  synonym  for  the  old  delusional  insanity), 
paranoia  is  a  psychosis,  but  not  a  disease-process.  It  is 
neither  a  pure  effect-psychosis  nor  a  pure  ideation-psy- 
chosis, but  rather  a  combined  associational  affect-idea- 
tion-psychosis. It  is  a  continuous  self -perpetuating  faulty 
association  of  ideas  and  affects  without  disturbance  of 
the  thinking  or  affective  or  conative  processes  as  such. 
It  is  purely  functional,  but  not  related  to  the  manic-de- 
pressive or  dementia  pr.Tcox  psychoses,  which  are  ordin- 
arily, though  to  my  mind  wrongly,  called  functional. 
Hence  it  docs  not  lead  to  dementia  excej)!  in  the  sense 
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above  mentioned,  which  is  merely  in  the  line  of  its  own 
evolution,  and  it  does  not  necessarily  have  any  of  the 
symptoms  of  the  other  psychoses  except  delusions,  which 
may  occur  in  all  of  them.  Its  mechanism  is  that  of 
prejudice,  but  the  basal  complexes  involved  are  very 
intimate  and  personal  ones  with  correspondingly  strong 
and  durable  afifects. 

This  conception  gives  us  some  therapeutic  hope,  realized 
ill  at  least  one  case. 
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GENER.\L  MANAGEMENT  OF  THE  INSANE. 

By  Dr.  J.  A.  Rollins, 

Assistant  Superintendent,  Hospital  for  Insane, 
Mimico,  Ont. 

Perhaps  it  would  not  be  wholly  uninteresting  to  the 
general  practitioner  to  get  a  glimpse  of  his  insane  patient 
and  his  management,  after  his  or  "her  admission  to  the 
hospital,  when  the  practitioner's  connection  with  the  case 
abruptly  ceases. 

The  general  practitioner  should  never,  under  any  cir- 
cumstances, however  urgent,  send  a  patient  to  a  hospi- 
tal until  all  necessary  papers  are  fully  completed  and  an 
admission  has  been  awarded  by  the  superintendent,  in 
accordance  with  the  provisions  of  Section  7  of  the  Act 
of  1913,  relating  to  Provincial  "Hospitals  for  the  In- 
sane."   In  non-compliance  with  this  section  trouble  lurks. 

On  admission  a  patient  is  (if  possible)  weighed.  All 
articles  of  value  or  danger  removed,  patient's  body  care- 
fully examined  for  vermin,  bruises,  abnormalities,  marks 
of  identification,  etc.,  a  return  of  which  is  made  to  the 
Executive.  Patient  then  gets  a  warm  soap  and  water 
bath  and  is  put  to  bed. 

On  admission,  or  soon  thereafter,  patient  is  assigned 
a  most  suitable  ward.  For  instance,  manics  are  sent  to 
hospital  or  receiving  ward  or  cottage,  where  continuous 
baths,  packs  or  sedatives  can  be  administered  as  required. 
Suicidal  patients  are  sent  to  a  special  ward  and  to  a 
special  observation  dormitory'  and  so  on. 

Soon  thereafter  a  thorough  physical  and  mental  exami- 
nation is  made  by  the  physician  in  charge,  and  notes  of 
it  recorded  in  the  Case  Book  for  future  reference.  This 
report  occupies  from  one  to  twelve  pages,  according  to 
the  intricacy  of  the  case,  and  the  cflfusiveness  of  the 
physician.     Thereafter  daily,  tri-weekly,  and  later  week- 
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ly  notes  are  made  for  varying  periods  according  to  the 
progress  of  the  case. 

Medical  care,  observation  and  treatment  consists  in 
one  or  more  daily  visits,  according  to  urgency,  daily 
and  nightly  reports  from  attendants  in  charge.  So  that 
the  physician  is  kept  in  constant  toudh  with  all  the  pati- 
ents. Consultations  of  the  staff,  relating  to  the  diag- 
nosis, prognosis,  treatment,  employment,  probation,  food 
and  general  care  of  patients  are  held  frequently,  some- 
times daily,  at  other  times  hourly. 

In  recent  admissions  elimination,  if  absent,  is  the  first 
consideration,  so  that  all  auto  and  other  infections  may 
be  removed.    In  lunatics  this  is  very  important. 

Then  comes  dietary.  All  food  is  simple,  nourishing 
and  plain,  due  attention  being  given  to  special  cases  re- 
quiring special  diet.  All  the  institutions  have  a  plentiful 
supply  of  milk  from  'their  own  herds;  also  a  plentiful 
supply  of  vegetables  grown  on  own  farms  and  gardens. 

Occupation  is,  however,  the  greatest  curative  agent 
in  the  majority  of  recoveries.  Of  occupations  all  the 
institutions  have  a  large  choice.  Farming,  dairying,  gar- 
dening, horticulture,  care  of  stock,  care  of  lawns  and 
grounds,  in  the  departments  of  the  engineer,  carpenter, 
painter,  baker,  butcher,  shoemaker,  tailor,  seamstress, 
laundry,  kitchen,  vegetable  room,  with  ward  work  of 
preparing  meals,  washing  dishes,  bed-making,  sweeping, 
dusting,  scrubbing,  with  sewing,  fancy  work,  mat-making, 
knitting,  repairing  and  doing  things  that  people  do  in 
ordinary  life,  offer  varieties  of  employment  that  suit  all 
classes  of  patients. 

The  extent  of  the  employment  may  be  judged  by  the 
fact  that  with  a  population  of  340  males  in  this  institu- 
tion on  many  days  during  summer  200  or  more  were 
employed  outside  the  cottages.  Of  the  remainder,  num- 
bers are  employed  inside.  Some  are  old,  some  invalids, 
others  too  demented  and  a  small  proportion  who  cannot 
be  induced  to  work. 
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Practically  none  of  the  non-workers  ever  recover. 

All  vt'ork  and  no  play  would  render  us  all  insane, 
therefore  amusements  are  an  important  factor  in  all  in- 
stitutions. Patients'  dances  and  concerts  are  a  weekly 
affair  in  all,  in  winter  months.  All  female  and  most  male 
wards  have  pianos  and  organs,  purely  for  patient's  use. 
Phonographs,  with  best  discs,  being  sent  from  ward  to 
ward,  are  particularly  pleasing  to  most  patients.  Daily 
papers,  magazines,  library  books,  percolate  through  all 
the  patients;  receiving  and  answering  correspondence  is 
in  many  cases  a  valuable  adjunct  as  well  as  a  pastime. 

In  summer  cricket,  football,  baseball,  bowling,  tennis, 
boating,  excursions  and  picnics,  and  in  winter,  skating, 
curling,  sledding  and  sleigh  drives  are  amongst  the  many 
amusements  in  vogue. 

Suffice  it  to  say  that  the  department  spares  no  expense 
that  tends  to  the  care,  treatment,  employment,  amuse- 
ment, comfort  or  general  good  of  the  patient. 

To  the  superintendent  the  first  consideration  is  recov- 
ery, after  that  comes  careful  custody  and  comfort. 

All  patients  receive  a  warm  bath  weekly.  Uncleanly 
ones  may  have  to  have  several  baths  daily.  "Absolute 
cleanliness"  is  the  motto.  This  is  as  imperative  in  insane 
as  other  hospitals.    Eternal  vigilance  is  the  price. 

An  insane  hospital  is  no  longer  a  prison.  All  liberty 
consistent  with  safety  is  allowed  patients.  The  more 
liberty  the  more  recoveries.  One  of  the  highest  authori- 
ties on  psychiatry  on  the  continent  recently  observed 
that  a  hospital  from  which  no  elopement  occurred  must 
be  necessarily  of  a  low  order  and  must  be  of  the  prison 
rather  than  the  hospital  type.  Modern  experience  proves 
the  tnith  of  this.  To-day  there  are  no  padded  rooms,  and 
no  patient  is  confined  in  his  bed-room,  unless  for  very 
brief  periods,  being  hours  rather  than  days,  and  then 
only  for  his  or  her  own  safety.  Trusty  i^atients  go  to 
the  city,  or  drive  teams  of  horses  miles  from  the  farms 
alone.     If  patients  were  not  trained  to  do  this  work,  and 
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paid  employees  had  to  be  depended  on,  the  cost  to  the 
Province  would  be  enormous. 

As  to  the  treatment  and  care  of  the  different  classes : — 

Manic  depressives  of  the  manic  type  are  always  very 
troublesome  while  the  acute  stage  lasts. 

A  percentage  die  from  exhaustion  caused  by  the  inces- 
sant unrest,  motion,  insomnia  and  expenditure  of  force. 

Hydro-therapy  is  the  sheet  anchor  in  this  class  of 
cases.  Continuous  baths,  packs,  spongings,  with  water 
and  liquids  to  flush  the  body,  produce  marked  results. 
An  emergency  may  require  a  hypnotic  drug,  but  the  effect 
is  evanescent,  and  results  unsatisfactory. 

Many  of  the  manic-depressives,  of  both  the  manic  and 
depressed  types,  recover  and  go  home.  Some  return,  in 
periods  varying  from  months  to  several  years. 

Involutional  melancholies  are  frequently  suicidal.  The 
prognosis  is  hopeful.  They  recover  slowly  and  when 
discharged  seldom  return. 

A  larger  and  more  hopeless  class  are  the  cases  of 
Dementia  Prsecox  of  the  different  types.  The  proportion 
of  this  class  who  recover  and  go  out  to  successful  life 
is  small. 

Paretics  are  an  increasing  class  and  the  prognosis 
always  bad. 

Epileptics  sufficiently  dangerous  to  find  their  way  to 
an  insane  hospital  are  never  safe  to  be  at  large  amongst 
friends  or  the  public.  No  matter  how  rational,  intelli- 
gent or  even  brilliant  they  may  be  between  attacks,  before 
or  after  attacks  they  become  wholly  irresponsible. 

Many  present  differences  in  character  more  marked 
than  Dr.  Jekyll  and  Mr.  Hyde. 

Violence  of  any  kind  or  form  to  patients  is  abso- 
lutely prohibited.  Breaches  of  this  rule  are  followed  by 
instant  dismissal  of  the  offending  employees. 

The  ratio  of  insanity  is  increasing  and  under  the  turbu- 
lent and  strenuous  times  ahead  is  likely  to  still  further 
increase. 
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All  institutions  are  hard  pressed  to  supply  the  in- 
creased demand  for  accommodation  and  this  is  likely  to 
continue.  On  the  completion  of  the  new  hospital  at 
W'hibby  (which,  by  the  way,  will  be  the  finest  and  most 
up  to  date  in  the  world),  and  completed  cottages  at 
Orillia,  with  further  extensions  elsewhere,  some  relief 
will  result,  for  a  time  at  least. 
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REPORT  OF  A  CASE  OF  GENERAL  PARALYSIS 
OF  THE  INSANE. 

By  George  C.  Kidd,  M.B., 

Acting   Medical    Superintendent.    Hospital    for    Insane, 
Cobourg,  Ont. 

Although  there  are  very  few  patients  who  are  suffer- 
ing from  an  acute  mental  illness  admitted  to  this  Hospital, 
we  often  discover  some  very  interesting  cases.  The 
following  is  a  report  of  a  case  which  I  thought  might  be 
of  interest  to  the  readers  of  the  Bulletin. 

J.  B.,  45  years,  S.  Canadian. 

Family  History, 

Father,  lawyer,  died  of  heart  disease  at  70  years; 
mother  died  of  typhoid  at  33  years;  one  sister  died  at 
41  years  as  a  patient  in  the  Woodstock  Hospital  for 
Epileptics.  No  consanguinity.  An  uncle  was  a  patient 
in  a  Hospital  for  the  Insane,  but  nothing  definite  is 
known  of  his  mental  disease. 

Personal  History. 

Our  patient  was  born  in  the  city  of  Toronto  about  45 
years  ago.  As  far  as  known  her  birth  was  normal  and 
she  walked  and  talked  at  the  usual  age.  She  received 
a  very  good  education.  As  a  child  she  was  rather  pre- 
cocious and  fond  of  music  and  singing.  Her  mother 
died  when  she  was  very  young  and  she  kept  house  for 
her  father  until  his  death.  Then  she  and  her  sister 
lived  together  for  a  time.  It  is  difficult  to  trace  her 
history  after  this,  but  she  went  to  a  general  hospital 
about  three  years  ago  for  treatment  for  nervousness. 
While  there  she  was  certified  to  and  shortly  afterwards 
was  admitted  to  this  Hospital. 
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During  childhood  she  had  measles,  scarlet  fever, 
chicken-pox,  and  some  form  of  tuberculosis.  Sexual 
and  alcoholic  history  unknown. 

Present  Illness. 

It  is  impossible  to  ascertain  definitely  when  our 
patient's  mental  illness  began,  but  when  she  was  41  years 
old  she  became  depressed,  and  worried  a  great  deal  about 
herself. 

She  managed  to  get  along  at  home  for  nearly  two 
years  and  was  then  treated  in  a  general  hospital  for 
nervousness.  At  this  time  she  was  not  sleeping  well 
and  the  following  physical  symptoms  appeared :  speech 
defect,  tremor  of  lips,  altered  handwriting,  sluggish  pupil- 
lary reaction,  Rhombergism  and  exaggerated  knee  jerks. 

During  the  first  three  months  after  her  admission  to 
the  Cobourg  Hospital  for  the  Insane,  patient  had  many 
epileptiform  seizures,  as  many  as  three  or  four  in  one 
day.  At  first  these  were  of  long  duration,  from  fifteen 
to  thirty  minutes.  She  would  lose  consciousness  and 
the  muscles  of  the  arms  and  legs  would  convulse.  After- 
wards she  would  sleep  several  hours. 

Later  the  seizures  became  less  frequent  and  of  shorter 
duration.  She  has  not  had  an  epileptiform  seizure  for 
nearly  two  years,  although  she  has  complained  to  the 
nurse  of  a  numbness  in  her  hands  and  feet. 

Her  condition  fluctuates.  At  times  she  is  very 
depressed,  will  sit  on  a  chair  staring  vacantly  and  taking 
very  little  interest  in  her  surroundings. 

At  other  times  she  becomes  excited  and  asks  us  to 
write  to  her  friends  to  come  and  take  her  home.  She 
is  very  agitated  and  comprehensive  and  thinks  everyone 
is  talking  about  her.  She  will  go  up  to  the  nurse  or 
other  patients  and  ask  if  they  were  the  one  who  were 
talking  about  her  and  if  they  were  she  wants  to  explain 
matters  to  them.  At  other  times  she  accuses  them  of 
talking  about  her   father,   and   her   favorite  expression 
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is  "God  will  punish  yon."  \Vhen  talking  she  exhibits 
some  mannerisms,  such  as  a  tremor  and  nodding  her 
head. 

Mental  Status. 

Patient  is  oriented  as  to  place  and  person,  but  is  dis- 
oriented as  to  time. 

Memory  for  past  events  is  very  good,  but  for  occur- 
rences since  her  illness  is  very  poor. 

Spontaneous  attention  is,  at  present,  not  too  bad  and 
voluntary  attention  is  very  much  impaired. 

Her  emotional  condition  fluctuates  from  depression 
and  indifference  to  agitation  and  comprehension. 

I  was  unable  to  elicit  either  auditory  or  visual  halluci- 
nations, but  it  is  quite  evident  that  they  are  present,  as 
she  accuses  other  patients  of  talking  about  her  father. 

Insight  and  judgment  are  very  defective. 

Delusions. — Patient  thinks  that  the  nurse  and  other 
patients  are  talking  about  her  and  often  accuses  them 
of  doing  so.  This  may  be  partly  explained  by  her 
deafness. 

Association  of  Ideas. — Patient  is  almost  inaccessible. 
The  stream  of  thought  is  very  disconnected  and  she 
wanders  away  from  the  goal  idea.  There  is  almost  a 
poverty  of  ideas,  with  little  power  of  initiating  new 
ones. 

Physical  Examination. 

Patient  is  a  poorly  nourished  female  of  forty-five  years 
and  looks  anaemic.  Pupils  are  unequal,  the  right  being 
larger  than  the  left.  Both  are  somewhat  irregular  in 
outline  and  react  to  distance.  The  right  reacts  slug- 
gishly to  light.  A  slight  lateral  nystagmus  is  present. 
There  are  several  small  naevi  on  her  face.  The  tongue 
is  protruded  straight,  but  with  coarse  tremor.  Examina- 
tion of  chest  shows  a  small  supernumerary  nipple  on  her 
left  breast;  breath  sounds  and  heart  sounds  normal. 
Examination    of    abdomen,   negative.     The   hands   and 


8o         GENERAL  PARALYSIS  OF  INSANE 

feet  are  slightly  cyanosed.  There  is  a  marked  tremor  of 
the  fingers  on  extension. 

There  is  marked  muscular  weakness.  She  walks  with 
a  staggering  gait  and  always  brings  her  heels  down  first. 
If  she  has  been  sitting  for  some  time  and  then  tries  to 
walk  the  unsteadiness  is  more  marked  and  she  has  to 
be  assisted  by  the  nurse  for  a  few  minutes  before  she 
is  able  to  walk  alone. 

Reflexes. — Knee  jerks  are  both  exaggerated;  the  right 
is  more  active  than  the  left.  Biceps  and  triceps  both 
active,  right  more  than  left.  Rhomberg  present;  Babin- 
ski  and  ankle  clonus  absent. 

Cutaneous  sensibility  is  dulled.  Patient  said  she  did 
not  feel  the  needle  when  I  was  getting  a  specimen  of 
blood  for  the  Wassermann.  The  facial  creases  are  very 
shallow  and  some  of  them  appear  to  be  ironed  out. 

There  is  a  marked  tremor  of  the  fingers  on  extension. 

Wassermann  on  blood  serum  positive. 

Speech  is  slightly  impaired.  The  patient  was  unable 
to  pronounce  Royal  Artillery  and  Methodist  Episcopal 
without  some  hesitancy  and  slurring.  She  can  write 
fairly  well,  except  for  the  irregularities  caused  by  the 
tremor. 

In  conclusion  I  may  say  that  this  case  appealed  to  me 
for  the  following  reasons  : 

First — The  similarity  to  the  circular  form  of  general 
paralysis  of  the  insane. 

Second — The  duration  of  the  illness. 

Third — The  partial  retention  of  memory  and  orien- 
tation. 

Fourth — The  presence  of  epileptiform  seizures  for 
only  a  few  months. 

Fifth — The  lateral  nystagmus. 
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A  PSYCHOSIS  WITH  TABO  PARETIC 
SYMPTOMS. 

By  Dr.  C.  A.  McClenahan, 
Assistant  Physician,  Hospital  for  Insane,  Hamilton,  Ont. 

In  a  small  percentage  (8  to  lo)  of  paretic  cases,  tabes 
is  said  to  precede  for  several  years  the  appearance  of 
paretic  symptoms,  and  on  the  other  hand  the  develop- 
ment of  tabes  in  a  paretic  is  the  more  frequent  occur- 
rence, though  both  conditions  are  rare.  The  case  in 
hand  was  only  observed  for  a  short  time,  but  with  the 
history  given  by  friends  and  from  my  own  observation 
it  was  suggestive  of  the  rarer  condition — Tabo  Paresis. 
While  some  might  think  this  was  simply  a  Tabetic 
Psychosis,  yet  the  mental  disturbances  seemed  too  marked 
for  this  condition. 

M.  S.  was  born  in  Montreal  in  1867.  His  family 
show  some  mental  taint,  as  a  sister  was  always  consid- 
ered nervous,  and  a  brother  has  been  confined  in  an 
Institution  for  the  last  ten  years.  His  parents  both  died 
of  cancer,  and  there  is  a  history  of  rheumatism,  but  no 
other  chronic  disease  or  intemperance. 

He  showed  no  abnormality  as  an  infant  or  child,  had 
a  good  home,  and  pleasant  surroundings,  was  attentive 
in  his  studies  and  received  a  good  education.  He  became 
a  clerk  in  a  dry  goods  store,  and  later  for  a  number  of 
years  had  a  lucrative  position  as  traveller  for  same. 
When  about  30  years  of  age  he  began  to  work  for  a 
steamship  company  and  acted  as  freight  clerk  for  in- 
coming boats.  He  remained  at  this  work  until  failing 
physical  health  caused  his  retirement  in  January,  1914. 
Before  leaving  he  was  given  a  present  of  $500,  as  a 
reward  for  his  diligence  and  careful  attention  to  his 
work.  In  disposition  he  was  somewhat  excitable,  but  a 
steady   and    successful    worker   and   never   addicted    to 
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drugs  or  alcohol.  He  fell,  injuring  his  head,  when  about 
ten  years  of  age,  but  no  serious  after  effects  were  noted. 
Patient  was  treated  for  a  chancre  when  about  twenty 
years  of  age,  but  soon  recovered  from  its  effects. 

From  his  wife,  who  seems  to  speak  very  intelligently 
of  his  illness,  I  learn  that  at  the  age  of  32  (twelve  years 
after  his  Syphilitic  infection)  he  began  to  suffer  from 
severe  darting  pains  along  the  course  of  the  sciatic  nerve 
in  both  legs,  and  also  down  the  calves.  These  would 
occur  at  irregular  intervals  and  he  underwent  extensive 
electric  treatment  for  a  number  of  years  with  little  im- 
provement. During  the  last  six  months  these  have  dis- 
appeared. At  the  same  time  vague  lightning-like  pains 
also  occurred  in  his  body,  but  nothing  to  suggest  "Girdle 
Sensation."  Then,  about  five  years  ago,  his  gait  began 
to  change.  He  became  unsteady  on  his  legs  and  walked 
as  though  intoxicated,  and  this  became  so  marked  that 
his  work  mates  wanted  him  to  use  a  cane,  but  he  would 
lOt.  Durin^'  these  years  his  vision  became  feeble  and 
indistinct.  There  was  also  a  gradual  decrease  in  his 
endurance  and  he  began  to  fatigue  easily  with  marked 
lessening  of  his  motor  activity,  so  that  eventually  he  had 
to  be  retired.  There  is  no  history  of  urinary  or  sexual 
disturbance  at  this  time.  The  objective  symptoms  were 
not  noted  during  these  years,  but  his  medical  advisers 
did  not  think  he  was  suffering  from  tabes. 

He  came  to  this  Hospital  in  October,  1914,  with  his 
friends,  quite  willingly.  When  seen  was  very  talkative, 
elated  and  restless,  and  could  walk  only  with  great  diffi- 
culty, so  that  he  was  put  to  bed.  The  physical  examina- 
tion at  this  time  showed  many  tabetic  symptoms. 

His  clinical  records  state  that  he  was  a  poorly  nour- 
ished man,  weighing  106  pounds.  His  legs  and  arms 
showed  numerous  bruises  and  scars.  Over  each  elbow 
were  small  boils.  On  the  sole  of  the  right  foot  below 
the  first  meta-tarsal  joint  was  a  small  round  ulcer  about 
three-quarters  of  an  inch  wide.  This  began  as  a  corn 
about  six  months  previous  and  was  now  about  one  inch 
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deep,  and  emitted  a  foul  odor,  and  fulfilled  very  well  the 
description  of  a  perforating  ulcer.  Alopecia  was  present 
and  had  gradually  come  on.  The  knee  and  ankle  joints 
seemed  enlarged,  misshapen,  but  were  normal  in  color, 
and  painless.  The  muscles  showed  undue  flaccidity  and 
the  joints  were  thus  capable  of  various  contortions.  The 
pupil  showed  the  Argyll  Robertson  reaction,  were  irregu- 
lar in  outline  and  unequal  in  size.  An  ophthalmological 
examination  was  not  made,  but  his  vision  had  been  im- 
paired for  some  time.  There  was  marked  tremor  about 
the  facial  muscles  and  tongue.  His  thoracic  and  ab- 
dominal organs  were  normal,  and  the  urine  examination 
was  negative,  but  he  suffered  from  urinary  incontinence. 

The  blood  vessels  were  tortuous  and  hardened.  The 
blood  count  showed  66  per  cent,  hemoglobin,  4,804,000 
red  cells  and  7,680  white  cells.  The  Wasserman  reaction 
and  spinal  cell  count  was  not  made.  The  deep  reflexes 
of  both  extremities  were  entirely  absent,  but  cutaneous 
were  present.  His  gait  was  awkward,  unsteady,  with 
Rhombergism,  but  his  motor  strength  appeared  good. 
He  was  unable  to  turn  quickly  or  walk  a  straight  line, 
and  had  lost  control  over  his  left  foot  and  leg,  which 
would  move  spasmodically.  His  hands  were  unsteady 
and  showed  marked  tremor.  His  speech  was  slurring 
in  character,  and  test  phrases  were  very  poorly  done, 
and  there  was  a  marked  change  in  his  character  of  writ- 
ing. There  was  some  disturbances  of  sensation,  and  he 
was  very  tolerant  of  cold,  with  some  analgesic  areas 
about  the  feet.  He  has  lost  in  weight  and  strength, 
but  had  no  particular  complaints. 

His  mental  symptoms  were  first  noticed  about  four 
months  before  admission,  and  his  wife  said  he  was  wor- 
rying a  great  deal  because  he  was  out  of  work.  He 
became  changed  in  his  character  and  was  inclined  to  be 
irritable,  especially  with  his  son.  His  mental  powers 
failed  gradually  and  progressively,  so  that  there  was 
considerable  dementia  present,  upon  his  admission.  Fal- 
lacious  sense  perceptions  were  marked  at   times.      He 
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would  mistake  the  sidewalk   for  bodies  of   water,  and 
was  afraid  "devils"  were  going  to  take  him  away.     He 
would  have  people  about  him  sit  on  the  bed  to  keep  it 
from  sailing  out  of  the  room.     These  perceptions  were 
transitory,  but  quite  a  prominent  feature.    His  conscious- 
ness showed   considerable  clouding,  but  he   understood 
readily  any  simple  command.    He  thought  he  was  in  the 
city  hall  for  the  night  and  that  his  wife  was  in  a  neigh- 
boring room.    He  could  not  find  his  way  about  his  room 
and  said   this  was  not  his   room.     He  mistook  people 
about  him  for  former  acquaintances,  although  he  knew 
his  immediate  friends.     Temporal  orientation  was  only 
slightly  disturbed.     When  asked  any  question  he  would 
give  partially  correct  answer  and  then  ramble  away  with 
a  lot  of  unnecessary  details,  forgetting  the  subject  under 
conversation.     He  was  quick  to  notice  anything  going 
on  about  him,  could  read,  but  did  not  interpret  pictures 
readily.     The   defects   of   memory   were   very   marked. 
He  seemed  uncertain  of  much  of  his  past  life  and  would 
try   and   evade   your   question.      For   recent   events   his 
memory  was  better  and  he  could  describe  quite  well  his 
meals,  how  long  he  had  been  here.  etc.     His  store  of 
ideas  was  scanty  and  he  invented  various  imaginary  jour- 
neys which  he  said  he  had  been  taking.    He  would  relate 
these  as  genuine,  and  part  of  his  experience.     Delusions 
were  easily  elicited  and  changing  in  character,  unstable 
and   full  of  contradictions.     One-half  of  his   face  and 
body  belonged   to  another  and  he  could  easily  change 
them  with  others.     Grandiose  ideas  were  absent,  and  he 
had  no  insight  into  his  condition.     He  appeared  elated 
and  never  felt  better  in  his  life,  and  was  very  sure  there 
was  nothing  wrong  with  his  mind.     Would  often  busy 
himself  trying  to  find  his  room  and  bed,  even  when  he 
was  in  them.    Emotionally  he  was  tractable,  cheerful  and 
appeared  contented.     He  was  very  untidy  in  appearance, 
his  clothing    was    dishevelled    and    stained    with    food. 
Psychmotor  restlessness  was  very  marked,  especially  at 
night.      He   would   not   stay   in   bed.   but   would   wander 
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about  talking  to  himself,  and  piling  up  his  bed  clothes 
in  the  centre  of  the  room. 

His  subsequent  history  after  admission  showed  no 
improvement,  and  he  only  lived  a  short  time.  He  was 
confined  to  bed,  in  the  hope  that  forced  rest,  simple  nutri- 
tious diet  would  improve  his  physical  condition,  but  his 
restlessness  continued  and  he  gradually  failed.  His 
speech  became  more  unintelligible,  but  his  elation  con- 
tinued till  the  end.  For  the  last  few  days  he  needed 
catheterization,  but  no  further  symptoms  were  noted. 
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TWO  CASES  OF  GENERAL  PARESIS  TREATED 
WITH  INTRASPINAL  INJECTIONS. 

By  Edward  Fidlar,  B.A.,  M.B., 

Visiting  Pathologist,  Hospital  for  Insane,  London.    Chief, 

of  Division  of  Pathology,  Institute  of  Public 

Health. 

In  view  of  the  recent  work  and  interest  in  the  treat- 
ment of  syphilis  of  the  nervous  system  by  intraspinal  in- 
jections, it  has  been  suggested  that  two  cases  under  our 
care  in  this  institution  at  the  present  time  may  furnish 
a  few  noteworthy  points. 

The  following  abstracts  of  the  histories  of  these  cases 
have  been  taken  from  records  made  by  Drs.  Neely  and 
McCausland. 

Case  No.  i. — W.P.P.,  admitted  on  certificate  May  4th, 
1914. 

Male,  aged  32;  accountant;  married,  no  children. 

Father  has  been  an  inmate  of  this  institution  for  the 
last  seven  years  with  a  diagnosis  of  paranoid  dementia 
praecox. 

Patient  was  a  strong,  healthy  child,  bright  at  his 
studies;  was  married  at  twenty-two;  has  been  intemper- 
ate. Had  gonorrhoea  when  a  boy  and  had  lues  about  ten 
years  ago.  Delusions  and  excitement  of  recent  develop- 
ment necessitated  admission.  Had  salvarsan  intraven- 
ously before  admission,  size  and  number  of  doses  un- 
known. 

Examination  on  admission:  Patient  is  about  six  feet 
in  height  and  weighs  117  lbs.  There  is  slight  twitching 
of  the  muscles  of  the  face  and  lips.  The  pupils  are 
C(|ual,  concentric  and  react  sluggishly  to  light  and  ac- 
commodation and  act  consensually ;  articulates  test  words 
plainly;  no  impairment  of  sj^ccial  sensation;  knee  jerks 
absent;  no  ankle  clonus  or  Babinski ;  no  loss  of  cutaneous 
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sensation;  gait  not  noticeably  disturbed;  urinates  four 
times  during  the  night. 

Patient's  attention  is  fairly  good;  memory  markedly 
false;  delusions  of  grandeur  are  numerous  and  extreme; 
he  is  exalted,  egotistic,  fantastic;  judgment  greatly  im- 
paired ;  no  insight  into  his  condition ;  habits  filthy. 

Blood  serum  gives  a  strongly  positive  Wassermann. 
Spinal  fluid  shows  thirty-seven  cells  per  c.m.m.,  positive 
am.  sulphate  and  butyric  acid  tests,  and  a  strongly  positive 
Wassermann  and  colloidal  gold  test. 

Case  No.  2. — F.W.O.,  admitted  on  certificate  June  5th, 
1914. 

Male,  aged  39,  insurance  agent  and  farmer;  married, 
one  child. 

Family  history  unimportant. 

Patient's  early  life  was  normal ;  had  a  fair  education ; 
was  married  at  the  age  of  thirty.  The  venereal  history 
is  not  definite  but  there  was  some  infection  about  three 
years  before  marriage. 

In  February,  191 3,  patient  had  a  period  of  excitement 
and  loss  of  memory  and  was  taken  to  Guelph  Sanatorium. 
He  returned  home  last  November  and  remained  quiet 
up  to  two  months  before  admission,  when  he  again  be- 
came mentally  deranged  after  worry  over  his  wife's  ill- 
health. 

Examination  on  admission:  Patient  is  of  medium 
height;  weighs  134  lbs.  Face  is  symmetrical;  pupils 
somewhat  small,  left  slightly  irregular,  both  reacting  to 
light  and  distance  irregularly ;  lips  twitch  when  speaking ; 
says  the  test  words  better  than  expected;  frequently  re- 
peats his  words  in  conversation ;  special  senses  unaffected ; 
knee  reflexes  absent;  gait  not  noticeably  impaired. 

Blood  serum  gives  a  weakly  positive  Wassermann  re- 
action. The  spinal  fluid  shows  31  cells  per  c.m.m.;  the 
am.  sulphate  and  butyric  acid  tests  positive;  Wasser- 
mann weakly  positive;  colloidal  gold  test  strongly  posi- 
tive.   The  blood  serum  of  his  wife  tested  several  months 
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before  patient's  admission  also  gave  a  weakly  positive 
Wassermann  reaction. 

Dr.  S.  M.  Fisher,  who  was  in  this  city  in  June,  was 
requested  by  Dr.  Robinson  to  begin  treatment  on  these 
two  cases.  On  July  2nd,  case  No.  i  (W.P.P.),  was 
given  an  intraspinal  injection  of  his  own  inactivated 
serum,  which  had  been  obtained  an  hour  after  an  intra- 
venous injection  of  neo-salvarsan. 

This  form  of  treatment  w'as  repeated  on  July  13th, 
and  once  every  week  thereafter  until  August  17th,  mak- 
ing seven  treatments  in  all.  The  technique  was  varied  by 
Dr.  Fisher  from  time  to  time ;  occasionally  a  smaller  por- 
tion of  the  serum  would  be  left  active  and  added  to  the 
inactivated  portion ;  on  two  or  three  occasions  the  blood 
W'as  withdrawn  before  the  neo-salvarsan  was  given  and 
about  three  drops  of  the  latter  added  to  the  serum  before 
intraspinal  injection. 

Case  No.  2  (F.W.O.),  was  given  intraspinal  injection 
of  his  own  serum,  wholly  or  partially  inactivated,  but 
received  no  neo-salvarsan  until  August  17th. 

After  this  date  Dr.  Fisher  was  no  longer  able  to  attend 
owing  to  his  departure  to  the  front  with  the  first  con- 
tingent. He  left  instructions  that  these  two  patients  be 
placed  on  about  one  month's  course  of  mercury  inunc- 
tions daily,  and  intravenous  injections  of  neo-salvarsan 
twice  a  week,  but  without  the  intrasj)inal  injections.  This 
line  of  treatment  was  followed  until  September  nth. 
when  each  patient  had  received  four  full  doses  and  three 
half  doses  of  neo-salvarsan  in  all.  and  mercury  every 
day.    All  treatment  was  then  suspended  for  one  week. 

The  shortage  of  salvarsan  at  about  this  time  became 
acute,  and  the  best  that  could  be  done  for  the  patients 
was  to  begin  again  the  daily  inunctions  of  mercury,  and 
try  the  effect  of  intraspinal  injections  of  their  own  serum 
while  under  the  influence  of  this  drug.  The  inunctions 
were  recommenced  on  September  21st,  and  the  intra- 
spinal injections  the  week  following.  This  treatment  has 
continued  without  interruption  up  to  the  date  of  writing 
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(December  7th),  the  mercury  daily,  and  the  intraspinal 
injections  once  a  week.  The  serum  used  has  always  been 
injected  within  three  hours  after  drawing  the  blood  and 
in  quantities  varying  from  7  c.c.  to  18  c.c.  Roughly, 
about  two-thirds  of  the  serum  has  been  inactivated  and 
mixed  with  about  one-third  active  serum.  This  has  been 
done  on  the  assumption  of  the  presence  of  antibodies  in 
the  serum  developed  during  treatment,  and  operating  on 
the  principle  of  immune  body  and  complement.  The  in- 
activation  has  been  carried  out  in  a  water  bath  at  55°C. 
for  twenty  minutes,  since  Noguchi  has  brought  forward 
evidence  that  the  immune  body  concerned  in  the  Wasser- 
mann  reaction  is  injured  when  exposed  beyond  this  time 
and  temperature.  (The  immune  body  operative  in  the 
Wassermann  test,  however,  is  by  no  means  necessarily  a 
protective  antibody,  and  it  is  a  point  worth  repeating  that 
when  a  syphilitic  patient  under  treatment  is  improving 
we  look  for  a  reduction  of  the  complement-binding  sub- 
stance rather  than  an  increase). 

It  is  not  from  any  wonderful  improvement  which  has 
occurred  that  these  cases  are  recorded  but  because  of  the 
peculiar  course  of  case  No.  i  and  the  almost  stationary 
condition  of  case  No.  2.  By  August  17th,  that  is,  the 
time  of  the  seventh  injection  of  salvarsanized  serum, 
case  No.  i  had  shown  marked  improvement  in  his  mental 
condition.  He  was  rid  of  his  extravagant  delusions  and 
acknowledged  the  falsity  of  his  previous  ideas.  Accom- 
panying his  mental  improvement  was  a  distinct  increase 
in  sensitiveness  of  cutaneous  sensation,  and  he  looked 
forward  to  the  intraspinal  treatment  with  dread.  A 
short  time  after  Dr.  Fisher  went  away,  however,  and 
while  the  patient  was  on  the  neo-salvarsan  and  mercury 
treatment  without  intrathecal  injections,  he  began  to  com- 
plain of  numbness  in  his  feet.  This  condition  advanced 
upwards  and  he  became  so  unsteady  in  his  gait  that  after 
one  or  two  falls  he  had  to  be  put  to  bed.  By  September 
7th,  about  two  weeks  from  the  beginning  of  this  change, 
he  complained  of  the  numbness  having  reached  as  far 


90  GENERAL  PARESIS 

up  as  his  hips.  By  numbness  it  was  found  that  he  meant 
not  loss  of  cutaneous  sensation  so  much  as  loss  of  muscle 
sense.  During  the  week  commencing  September  14th,  he 
had  several  bladder  crises  and  pain  had  to  be  relieved 
with  morphia.  By  September  28th,  the  beginning  of  in- 
traspinal injections  under  mercury  treatment,  his  mental 
condition  had  become  decidedly  worse.  Later  attacks  of 
pain  resembling  tabetic  crises  were  found  to  be  relieved 
by  a  placebo  injection,  and  since  about  the  first  of  No- 
vember no  attacks  have  occurred.  During  the  last  three 
or  four  weeks  some  mental  and  physical  improvement 
seems  to  have  taken  place,  but  whether  this  is  but  another 
phase  of  the  ebb  and  flow  of  the  disease  remains  to  be 
seen.  The  patient's  weight  went  steadily  up  from  117 
pounds,  on  admission,  to  147  pounds  at  the  beginning  of 
the  week  in  which  he  had  bladder  crises.  Since  that 
week  his  weight  has  remained  in  the  neighborhood  of 
135  pounds. 

Case  No.  2  (F.W.O.),  about  two  weeks  after  admission 
had  two  convulsive  seizures  lasting  about  ten  minutes 
each  and  resulting  in  about  two  hours  unconsciousness 
and  subsequent  confusion  and  dullness.  No  other  seizures 
were  recorded  until  September  i8th  and  26th,  and  then 
again  not  until  October  24th.  During  the  last  few  weeks 
the  patient  seems  to  have  failed  slightly  physically  and 
mentally,  and  is  somewhat  more  confused  than  in  August, 
otherwise  there  is  no  change.  The  patient's  weight  rose 
from  134  pounds,  on  admission,  to  150  pounds  about  the 
middle  of  .August.  It  has  remained  around  this  figure 
since. 

No  full  qviantitativc  estimations  on  the  biological  find- 
ings have  been  made  on  these  cases,  but  it  will  suffice  to 
say  that  from  counts  of  thirty-seven  and  thirty-one  re- 
spectively the  cells  were  reduced  to  a  normal  number 
after  the  second  or  third  injection.  The  Wassermann  re- 
action, however,  increased  in  intensity,  and  in  Case  No.  i 
complete  inhibition  was  obtained  with  only  0.05  c.c.  ;\t 
the  time  of  the  last  intraspinal  injection  of  salvarsanized 
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serum.  In  Case  No.  2  complete  inhibition  was  obtained 
at  first  with  .8  c.c,  but  by  about  the  middle  of  August 
only  .15  c.c.  w^as  necessary.  Since  that  time  the  intensity 
of  reaction  has  been  slightly  reduced  in  both  cases. 

The  work  of  Gushing,  Weed  and  Wegefarth,  published 
in  the  last  September  issue  of  the  Journal  of  Medical 
Research  suggests  two  sources  of  the  cerebro-spinal  fluid, 
first  and  most  important  the  secretion  of  the  choroid 
plexus,  and  second,  the  exit  of  fluid  from  the  blood  ves- 
sels within  the  brain  substance.  The  course  of  the  fluid 
from  these  two  sources  is  to  the  subarachnoid  spaces,  and 
thence  chiefly  out  through  the  arachnoid  villi  into  the 
venous  sinuses.  Intraspinal  injections  at  normal  pressures 
fill  the  subarachnoid  spaces  chiefly  at  the  base  of  the 
brain,  but  it  would  appear  that  by  this  route  excessive 
pressure  is  required  before  injected  fluid  can  reach  the 
perivascular  spaces.  If  such  be  the  case,  there  is  still 
some  doubt  as  to  the  possibility  of  reaching  the  diseased 
tissue  by  the  intrathecal  route  under  ordinary  conditions. 

Taking  it  for  granted,  however,  that  the  intrathecally 
injected  material  does  reach  the  diseased  tissue  of  the 
central  nervous  system,  then  it  can  exert  an  efifect  in  two 
ways,  (i)  upon  the  injured  cells,  (2)  upon  the  parasite 
and  its  toxins.  If  the  salvarsan  has  any  effect  at  all, 
then  it  is  most  probably  upon  the  treponema,  unless  the 
latter  has  become  arsenic-fast,  in  which  case  it  is  well 
to  try  other  drugs  which  are  known  to  have  some  in- 
fluence upon  the  syphilitic  virus.  This  possibility  of 
micro-organisms  acquiring  resistance  to  certain  germi- 
cidal substances  is  definitely  supported  by  experiments  on 
the  colon  bacillus  with  arsenic,  and  on  the  staphylo- 
coccus with  mercury.  It  therefore  seems  almost  better 
not  to  treat  a  case  of  syphilis  at  all,  until  prepared  to 
carry  out  very  vigorous  and  unremitting  treatment. 

If  the  efficacy  of  intraspinal  injections  lies  in  the  serum, 
then  it  may  be  due  to  the  presence  of  antibodies  of  the 
nature  of  antitoxins  or  bacteriolysins.  Owing  to  the  non- 
specificity  of  the  Wassermann  reaction  this  test  cannot 
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be  taken  as  a  certain  indication  that  immunity  to  the  or- 
ganism of  syphilis  depends  upon  a  lytic  antibody,  but  if 
this  class  of  protective  substance  does  occur,  then  com- 
plement becomes  a  necessary  factor  and  it  would  be  well 
to  introduce  some  fresh,  active  serum  to  supplement  the 
action  of  any  immune  body  present.  May  it  not  be  too, 
that  the  possible  efficacy  of  serum  will  lie  in  some  im- 
proved nutritive  condition  of  the  injured  tissue?  For 
when  one  considers  the  remarkable  improvements  which 
sometimes  occur  in  paresis  it  seems  probable  that,  for  a 
time  at  least,  the  permanence  of  the  patho]ogical  lesion 
is  slight,  and  a  purely  functional  disturbance  is  the  cause 
of  the  earlier  symptoms  of  the  disease.  It  has  been  sug- 
gested by  Olgivie  {J. A.M. A.,  Nov.  28th,  1914).  that  the 
combination  of  salvarsan  and  serum  results  in  the  for- 
mation of  some  therapeutic  substances  that  may  not  exist 
in  either  serum  or  salvarsan  alone. 

When  one  stops  to  analyse  the  situation  with  regard 
to  intraspinal  treatment  of  paresis  he  is  confronted  with 
some  considerable  doubt  as  to  the  efficiency  of  the  method. 
Almost  every  writer  now  reiterates  the  danger  of  draw- 
ing optimistic  conclusions  in  view  of  the  well-known  re- 
missions in  this  disease.  On  the  other  hand,  as  long  as 
some  improvement  is  being  recorded,  one  is  justified  in 
continuing  the  treatment.  Although  since  being  placed  on 
mercury  these  two  patients  have  already  received  eleven 
injections  each,  the  method  is  to  be  persisted  in.  When 
salvarsan  again  becomes  available,  it  will  be  added  to 
the  treatment  probably  after  the  method  described  by 
Olgivie. 

The  colloidal  gold  tests  on  these  two  cases  were 
strongly  positive,  while  the  Wassermann  reaction  was 
strong  in  the  one  case  and  weak  in  the  other.  These 
colloidal  gold  tests  were  made  by  Dr.  G.  A,  Ramsay,  at 
the  Institute  laboratories,  together  with  tests  on  other 
paretic  and  non-paretic  patients.  Results  published  up 
to  this  time  indicate  this  reaction  as  being  more  delicate 
for  syphilitic  disease  of  the  nervous  system  rflan  any  other 
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test  so  far  available.  Dr.  Ramsay  has  had  considerable 
success  in  making  the  colloidal  gold  solution,  and  when  a 
sufficient  number  of  fluids  have  been  examined  to  make 
it  worth  while  the  results  will  be  published.  In  the  mean- 
time if  any  men  on  the  stafifs  of  the  institutions  to  which 
this  bulletin  goes  would  care  to  co-operate  with  us  by 
sending  samples  of  cerebro-spinal  fluids  we  would  be 
grateful  for  the  assistance.  Kindly  address  communica- 
tions to  Dr.  G.  A.  Ramsay,  Institute  of  Public  Health, 
London,  Ont. 
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THE  ADMITTING  OF  A  PATIENT  TO  THE 
MENTAL  HOSPITAL. 

By  Miss  Meta  Parker, 

Supervisor  of  Admission  W'ard,  Hospital  for  the  Insane, 
Toronto. 

The  admitting  of  a  patient  may  be  a  daily  occurrence 
to  the  nurses  in  a  hospital  ward,  and  becomes  to  them  a 
perfectly  natural  item  of  daily  routine,  perhaps  varying 
a  little  according  to  the  patient's  mental  condition  or  to 
the  number  of  vacancies  in  the  wards.  But  with  the 
average  patient,  it  is,  I  am  sure,  with  an  entirely  different 
feeling  she  is  introduced  to  her  new  surroundings.  Com- 
ing from  a  comfortable  home  and  friends,  she  suddenly 
finds  herself  in  a  strange  building  among  strangers.  A 
nurse  admitting  a  patient  should  use  tact ;  be  kind  and 
cheerful ;  inspire  confidence,  and  try  to  make  her  patient 
feel  he,  or  she,  has  fallen  into  good  hands.  Never  allow 
nurses  or  other  patients  to  stand  around  looking  curious- 
ly or  making  remarks  in  reference  to  a  new  patient, 
however  peculiar  their  dress  or  appearance  may  be.  It 
should  always  be  remembered  that  the  mental  condition 
of  patients  does  not  immune  them  to  sensitiveness.  I 
should  judge  from  their  many  delusions  and  hallucina- 
tions that  they  would  probably  be  very  sensitive. 

The  nurse  should  aim  to  make  each  individual  patient 
feel  that  she  is  sick  and  needs  special  care  and  nursing. 
However  busy  she  may  be  with  other  duties,  she  should 
try  to  spare  a  little  time  to  talk  and  reassure  her  patient. 
When  giving  the  first  bath  make  it  as  private  and  com- 
fortable as  possible;  such  as  having  the  bath-room  warm 
and  free  from  draughts,  and  the  water  at  the  right  tem- 
perature. A  fresh  piece  of  soap  and  clean  wash  cloth 
and  a  thoroughly  clean  bath  towel.  Be  careful  that  she 
does  not  have  to  stand  on   the  cold   floor  of   the  bath- 
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room.  Have  ready  a  gown,  kimona  and  slippers.  Un- 
known to  the  patient,  the  nurse  should  be  observant  as 
to  scars,  marks  or  any  peculiarity  in  manner.  If  you 
make  your  observation  known  to  the  patient,  she  at 
once  becomes  suspicious  and  whatever  may  be  told  her 
to  the  contrary  she  still  retains  the  feeling  of  being 
watched.  After  the  patient  is  put  into  a  clean,  comfort- 
able bed,  take  the  temperature,  pulse  and  respiration ; 
enquire  of  her  if  she  feels  more  comfortable  or  would 
she  care  for  an  extra  blanket  or  a  hot  water  bag.  When 
giving  nourishment  prepare  it  as  daintily  as  possible,  so 
as  to  appeal  to  the  appetite.  Throughout  the  day  show 
her  marked  attention  in  a  kindly  way.  A  patient  who 
is  nervous  and  in  a  hospital  of  this  kind  for  the  first 
time  has  a  nervous  dread,  amounting  to  terror  in  some 
cases,  as  night  approaches.  The  patient  should  at  once 
be  made  to  realize  that  there  are  nurses  with  her  all 
night.  Explain  to  her  that  she  may  hear  other  patients 
talking  or  calling  during  the  night.  Perhaps  even  she 
may  be  disturbed  by  them,  but  no  person  could  or  would 
do  her  any  harm,  for  the  night  nurse  is  with  her  all  the 
time. 

The  best  rule  for  a  nurse  to  follow,  who  has  the  care 
of  new  patients,  is  to  imagine  herself  placed  in  their 
position,  and  care  for  her  patient  as  she  herself  would 
like  to  be  cared  for. 
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